Aim: To describe (i) the topics participants talk about, (ii) the use of discursive space in consultations between patients with atrial fibrillation (AF) and their nurses and physicians, and (iii) the frequencies of the ways the patients, nurses and physicians introduce the topics. Methods: Data were collected from 23 videotaped consultations concerning patients with AF as well as physicians and nurses, respectively. To obtain a description of topics discussed, the transcripts were analysed using content analysis. The patterns of dominance for the respective topic and participant were explored from the framework of analysis that treats dominance. Results: Four topics were used by both nurses and physicians in the consultations. These were 'pathophysiology', 'diagnostic procedures', 'treatment' and 'activity'. In the nurse-patient consultation an additional topic, 'routines related to the physician's responsibilities', emerged. With respect to the number of words and turns, the distribution of the discourse space was almost equal between the nurses and patients and unequal between the physicians and patients. The healthcare professionals initiated the topics more frequently compared to the patients, whereby the medical approach recommended in the guidelines for AF could be recognized. The patients were the dominating initiators in the topic 'activity', which refers to the adaptation of activities in daily life in relation to the AF. Conclusions: The medical-driven agenda dominates over the patient-driven agenda in consultations between healthcare professional and patients with AF. The patients initiated the conversations when discussing living with AF and were more talkative during conversations in nurse consultations.
Introduction
Atrial fibrillation (AF) is a cardiac dysrhythmia associated with increased morbidity and mortality. 1, 2 The prevalence and incidence of AF increases with age and is higher in women than in men. 1 It can be classified as paroxysmal, persistent, long-standing persistent or permanent, 3 and common presenting symptoms are breathlessness, palpitations, syncope, dizziness and chest discomfort. 4 People with AF often describe themselves as active, healthy and having been involved in family, work and leisure activities before becoming ill. 5 High levels of anxiety are often associated with more severe symptoms, increased psychological stress and lower physical quality of life. 6, 7 The partner relationship is affected following cardiac disease. 8 Medication, cardioversion and ablation techniques are used to treat episodes of AF and maintain sinus rhythm. 3, 9 Antithrombotic therapy reduces the risk of thromboembolism and stroke, and appropriate thromboprophylaxis should be considered even if side-effects are possible. 3, 9 In the encounter between patients and healthcare professionals, information about treatment is an integral part of the communication.
From a communicative perspective the consultation encounter between patients with AF and healthcare professionals takes place within an institutional discourse, 10 which defines what can be said and thought about a phenomenon and who can talk about it, as well as when and with what authority. 11 In institutional discourses the encounter is known to follow a specific agenda, making use of established routines, procedures and knowledge to arrive at a joint goal, with one of the individuals representing the institution and the other seeking its services. [12] [13] [14] Agar 12 uses the concept of frame to illustrate the two perspectives. By institutional frames, he means beliefs and the ways of acting shaped by an institutional rationality. Professionals act within the institutional frame and patients within the client frame. 12 The patient's frame emerges as knowledge of the individual's everyday life situation, with reactions and experiences communicated from 'the voice of the life world'. 15, 16 Within the institutional frame, professionals act from a specific structure based on 'diagnoses', 'directives' and 'reports', expressed through 'the voice of medicine'. 15 Institutional discourses primarily involve certain continuously reaffirmed asymmetries in which patients are subordinated, or subordinate themselves, to experts. 17 The asymmetry is often related to a pattern of dominance, e.g. knowledge or the position of the participants. 10, 17, 18 The discursive space stems from the questioning of discursive assumptions. In this study, the term means the share of words and turns in the consultations. The discursive space, in terms of the frequency of words used by the respective participants in consultations, has previously been studied in other patient groups, 14, 19, 20 with results showing that institutional framing tends to dominate over client framing. However, looking at how the participants share the available discursive space is one way to understand patients' ability to make their voices heard by telling professionals about their everyday lives within the medical agenda of the consultation. 18 Studies on communication in cardiovascular settings are few, and have mostly focused on cardiovascular patients in general. The communication behaviour of physicians and patients, 21 interventions aimed to support the shared decision-making process about risk reduction [22] [23] [24] and testing the effectiveness of a decision aid [25] [26] [27] [28] have been studied. Studies focusing on dominance in a cardiovascular setting have also examined relationships among gender, trait dominance and cardiovascular reactivity assessed during dyadic social interactions. 29, 30 Knowledge, understanding and insight are of vital importance for strengthening the patient's involvement in the care and treatment decision-making process. 20, 31 In other patient groups, taking an active part in clinical decision-making in healthcare consultations has been associated with gender, age, educational level, living conditions and employment. 32 To our knowledge, no studies have focused specifically on the communication between patients with AF and their nurses and physicians. The aim of this study was therefore to describe (i) the topics participants talk about, (ii) the use of the discursive space in consultations between patients with AF and their nurses and physicians, and (iii) the frequencies of the ways the patients, nurses and physicians introduce the topics.
Methods

Design, setting and selection criteria
A qualitative design was used to explore video-recorded consultations between patients with AF and nurses and physicians at cardiologic outpatient clinics, during June-December 2009. Video recordings can be regarded as comparable to ordinary tape recordings when collecting qualitative data, but have the advantage of being able to add information regarding non-verbal communication. 33 This aspect of the data was not used in the present study, but will be used by researchers in a future study. Seven hospitals in southern Sweden, with established nurse-based outpatient clinics for patients with AF, were strategically selected. 34, 35 The selection of the hospitals was based on localization, size and number of treated patients with AF, and variation regarding gender, age and clinical experience of cardiology guided the selection of participating nurses and physicians at the different hospitals. Strategic selection 34 was applied to ensure a broad sample with maximal variation to enable the description of different ways of communication and interaction. Patients were strategically selected based on sex, age, education, type of AF, time since diagnosis, type of planned visit (i.e. early re-consultation or routine control), treatment regime and ability to communicate in Swedish. Ethical approval was obtained from the Regional Ethics Committee in Linköping, Sweden (Dnr. M8-09).
Procedures
Five nurses and five physicians employed at six different hospitals consenting to participate (one hospital declined due to lack of time) received written information about the study. Twenty-three patients with early re-consultation or routine controls corresponding to the selection criteria were asked by their consulting nurse or physician to take part in the study. The qualitative method used does not focus on quantification, and 23 consultations were expected to allow for substantial and meaningful insight into the central issues of the study. After mutual agreement by phone, an information letter was sent to the patients about the procedures. When the patients arrived at the clinic the nurses/physicians introduced them to the first author (ES), who obtained written consent to videotape the consultation. None of the patients declined. Three accompanying spouses were present during their partner's consultation. One video camera was used, and was situated so as to capture as much as possible of the interaction between the patients and nurses/physicians without the researcher present in the room. The duration of the consultations ranged between 20 and 90 minutes (average 25 minutes), and 20 included a physical examination (three of the patients were examined in a different room than the one used for the consultation). Each nurse and physician performed one to four consultations.
Data analysis
The video recordings were transcribed and the transcripts were checked and compared once again with the recordings. 33 Words that might have been heard inaccurately during the transcription and/or affected confidentiality concerning the patients were corrected or deleted before the coding was initiated by the first author. The non-verbal communication that accompanied the verbal utterances has not been analysed for the purposes of this study. A qualitative content analysis 36 was used to capture the topics discussed during the consultations. The analysis was performed following the traditional steps 36 until the entire transcribed text from the 23 consultations had been coded into relevant categories. The analysis was performed by three researchers (ES, AB, BH), with the intention of supporting the validity of the coding procedure until an agreement had been reached.
Within the framework of analysis that treats dominance as a multidimensional construct, quantitative and participatory aspects have been used. 10, 17, 18, 37, 38 One analysis explored the dominance pattern in quantitative terms, e.g. the number of words a certain participant used in comparison to another. 10 The total number of words in each topic, as well as the turns (e.g. a statement or complete thought) devoted to each topic, were calculated. The words and turns of the three accompanying spouses were included in the patient's discursive space. The transition between topics often occurs within the utterances before the introduction of a new topic; 13 thus ten words in the utterances immediately before and after the topic in question were included in the calculation of the discourse space. To explore another aspect of the dominance pattern, the second analysis concerned the distribution within each topic and the initiators of the statements. 18, 37 
Results
Characteristics of the participants
The characteristics of the 23 patients, aged 37-90 years, are shown in Table 1 . Time since diagnosis differed between one and nine years, and the majority of the patients had paroxysmal AF. Three patients had a pacemaker. The majority of the patients had an education level of upper secondary school or university. There were five female nurses aged 30-65 years, and two female and three male physicians aged 35-65 years. Clinical experience in cardiology varied between five and 35 years for nurses and between five and 30 years for physicians.
Topics in patient-nurse/physician consultations
Four topics were found in consultations performed by nurses ( Table 2 ) and physicians (Table 3 ). These were 'pathophysiology' (physical and psychological symptoms, cause and consequences of the AF), 'treatment' (phar macological and non-pharmacological), 'diagnostic procedures' (tests and examinations) and 'activity' (adaptation of activities in daily life in relation to the AF). In the nurse consultations another topic was identified: 'routines related to the physician's responsibilities' (decisions about continued treatment, results of different examinations, need for future follow-up). The distribution of space (%) for the identified topics is presented in relation to profession in Figures 1 and 2 .
The actors' use of the discourse space in relation to topics discussed during the consultations
The proportions of words and turns in each topic in consultations are shown in Table 4 . The total distribution of the discursive space (27,581 words) was almost equal between patients and nurses, but there were differences in four of the five topics discussed ( Table 4 ). The patients used 58% of the words (1568 of the total 2716 words) in the topic 'activity' and 56% (4756 of the total 8473) in 'pathophysiology'. The nurses used 61% of the words (4669 of the total 7703 words) in 'diagnostic procedures' and 72% of the words (397 of the total 548) in 'routines related to the physician's responsibilities'. The total distribution of the discursive space was dominated by the physicians, who used 70% of the discursive space (32,737 of the total 46,989 words) and used the highest number of words in all topics in comparison with the patients (Table 4 ). The physicians used 78% of the words (8,620 of the total 11,065 words) in the topic 'diagnostic procedures' and 72% (15,870 of the total 22, 191) in 'treatment'. The topic with the most equal distribution of words was 'pathophysiology', with the patients using 48% of the words (3,510 of the total 7,779).
Distribution of initiating statements according to the topics discussed
The distribution of initiatives according to who introduced the talk in each specific topic during nurse and physician consultations, respectively, is presented in Table 5 . In total, the nurses initiated the topics more frequently (105 of the total 178) compared to the patients ( Table 5 ). The nurses were the dominating initiator in four of the five topics discussed, and the patients were the dominating initiator in the topic 'activity' ( Table 5 ).
In total, physicians initiated the topics more frequently (130 of the total 226) compared to the patients (Table 4) , and physicians dominated the initiation in two of the four topics discussed. The patients were the dominating initiator in the topic 'activity', and in the topic 'pathophysiology' the initiation was almost equal between the physicians and the patients (Table 5 ). 
Discussion
In this study, three findings are of particular interest: first, the topics that emerged in the nurse and physician consultations were almost the same, and followed the experts' voice of medicine; secondly, the dominance of the physicians was established through their using most of the shared space in the consultations; and finally, the nurses and physicians initiated most of the topics discussed. The topics that emerged suggest that there is a disguised medical-driven agenda practised by both nurses and physicians in the consultations in the present study. They both gave patients the opportunity to discuss their topics by asking them if they had any questions, but returned to the medical-driven agenda 12, 15 and thus limited the patients' opportunities to talk about their everyday life situation. There is also a risk that patients will say what is expected of them within the hierarchical healthcare system and in their role as patients. 39 Furthermore, many patients with AF have limited knowledge about their cardiac condition, its consequences and, for instance, how anticoagulant treatment can benefit them. 40 However, the prominent use of a medical-driven agenda in consultations may make it difficult for patients to raise questions and concerns from their daily life during the consultation. Expectations concerning information have also been found to vary among physicians and patients with AF. 41 Patients' problems can be transformed through institutional language patterns. 42 An American study found considerable variability in patient participation: patients who participated more actively were white and more educated, and women expressed negative feelings and concerns more willingly than men did. 43 We found that the communication was strongly directed by the medical-driven agenda. It can be argued that this facilitates patients learning what kind of issues are 'valid and permitted' as topics during visits to nurses and physicians. However, there is a need to help patients with AF to manifest themselves within the framework of the medical agenda. In order to improve patient involvement, it is important to include questions about issues related to how the AF affects their personal life, private relationships and work situation. Thus, future studies could focus on how nurses and physicians respond to patients and encourage them to address their preferences, thereby facilitating the patient's perspective. Such knowledge would contribute to forming interventions in which not only information is processed, but a patient's reasoning regarding their AF is in focus. We found that the physicians used the discourse space to a greater extent than the patients did. The total use of space in all four topics was dominated by the physicians, with 70% of the 46,989 words. The patients used only 30% of the space, even if their number of turns was almost equal. This is in line with previous findings on institutional discourse in non-cardiovascular settings. 14, 19, 20, 44, 45 Roter 46, 47 has shown that verbal dominance is an insensitive marker of interaction dynamics in consultations. Higher patient participation in consultations is characterized by less professional verbal dominance. Patient communication control and verbal dominance by physicians have proved to be inversely related. 46 The dominance observed in the present study can be explained by long utterances of information about the disease and treatment from the physicians to the patients. However, communication is not just a question of sharing understandable information; it also concerns how to involve patients from their standpoint and their unique ability to express their perspective. 20 In the present nurse consultations the patients used 56% of the total space in the topic 'pathophysiology', and in the physician consultations the patients used 45% of the total space in the same topic. When discussing the topic 'diagnostic procedures' the nurses dominated and the patients used 39% of the space. The physicians also dominated this topic, with only 22% of the space used by the patients. This shows that the speaker who produces the greater number of words can be said to control the other speaker in the sense that the latter is constrained to remain in the role of listener for the greater part of the conversation. 18 The attitudes of healthcare professionals regarding participation are critical, however. 48 If healthcare professionals encourage patients with AF to ask questions more often and discuss the information, the patient's part in the consultation might become more prominent. This could contribute to increasing patient participation 39 in the consultation.
Finally, our study showed that the majority of topics discussed in the conversations were introduced by the nurses and physicians. However, the results indicate that patients seem to be more engaged (more talkative) and more likely to take an active role during nurse consultations compared to their encounters with physicians. The way in which nurses and patients talked during the consultations seemed to facilitate what Mishler 15 calls 'the voice of the life world'. By analogy, the talk between the patients and physicians was more medically oriented as the physicians used 'the medical voice' to understand the patient's 'experienced problems'. This pattern of dominance is supported in other research. 14, 45 The fact that the treatment regimen of patients with AF is based on specific guidelines 3,9 might explain the topics and the dominance pattern in the consultations. However, in the topic 'activity' the patients initiated the topic 11 of 15 times in consultations led by nurses, and 22 of 32 times in consultations led by physicians. The patients also talked about their experience of living with AF, mostly expressed based on their everyday life knowledge. Encouraging patients to talk about psychosocial issues in relation to their health situation has been shown to improve their satisfaction with health care. 46, 47 By talking from a more experience-based perspective, patients might integrate their knowledge with the medical-driven agenda; by listening to patients' stories healthcare professionals might improve their knowledge, not only about the AF patient as a case, but also about a patient's reactions to the AF and how it has affected them personally. 49 Regarding patient participation, patients' concerns about privacy during consultations may further inhibit their involvement in their care and treatment. 48 A dialogue between patient and nurse creates space for development, learning, understanding, confirmation, change and liberation. 48 This can be interpreted as a responsibility distribution in which patients not only receive information but also can discuss and process their specific issues. The medical-driven agenda identified in our study might have decreased the possibilities for the patients to participate in decisions about their treatment and care.
This study has some methodological limitations. The sample is relatively small and the design exploratory. It should be pointed out that the study's aim was not to generalize, but rather to explore the content and how the discourse space was used in the consultations. However, our inclusion criteria resulted in a variety of patients with AF as well as nurses and physicians from hospitals of different sizes. Another possible limitation is the use of video during the consultations, which may have affected the participants' behaviour. The participants may have behaved and communicated in an 'atypical' manner and the use of video-recorded consultations could therefore have impacted on the internal validity of the study. However, the literature states that people tend to resume their natural behaviours within a fairly short time. 33 The conversation is one of the main instruments in health care. Therefore, studies on communication are necessary to gain further insight into the process of communication between patients and nurses/physicians. In the framework of analysis we used two of three different aspects. The third -the sequential order of the topics -was not used, which means that we are not able to present results regarding the interactional consequences in the conversation. The analysis of dominance in terms of interactional structure carries a risk of losing the delicacy achieved in more complex contexts. 50 Dominance in institutional discourse needs to be interpreted from the actors' conversational styles, goals and strategies as well as social and cultural aspects of the mutual construction of meanings. 50 The video-recorded non-verbal communication (e.g. body language) was not analysed, presented or discussed in this study. However, this aspect of the data will be used in a future study. We also aim to examine the social structures of treatment recommendations and responses in consultations.
Conclusions
In nurse-led as well as physician-led consultations with patients with AF, the medical-driven agenda dominates over the patient-driven one. The topic 'activity', which related to living with AF, was the one most initiated by the patient in the conversations. In contrast, nurses and physicians initiated the topics 'treatment', 'diagnostic procedures' and 'pathophysiology', in which the medical approach from the national guidelines for AF could be recognized. The patients' perceptions about exploring their illness experience could be improved in relation to all topics discussed in the consultation, and the healthcare professionals could increase their role as active listeners for a greater part of the conversation in consultations. This might decrease the domination of health professionals (i.e. initiating certain topics during consultations) and the use of the medical-driven agenda, and increase patients' participation and their opportunity to initiate different topics of their own. Increased communication regarding patients' perceptions about their illness experience might decrease their anxiety and stress.
